Loss of the penis can have a devastating effect on the lives of sufferers with significant psychogenic implications. Penile reconstruction or phallus construction poses a difficult challenge and a demanding problem to the plastic surgeons. Different techniques have been used for construction of a total penis and reconstruction of severely injured penis. The main goals of surgery are the creation of a cosmetically acceptable sensate phallus with the incorporation of a neourethra to allow voiding and with enough bulk to allow the insertion of a penile prosthesis for sexual intercourse.
RESULTS:
All 12 DEPA and scrotal flaps survived completely, one DEPA flap only with distal 2 cm necrosis healed by dressing, additionally, the donor site was closed directly, and the scar was hidden in the perineal crease. The donor site healed uneventfully, as one patient healed by secondary intention.
CONCLUSION:
Deep external peudendal artery (DEPA) flap is highly reliable sensate flap for phalloplasty, with excellent aesthetic appearance of the penis, as it's thin, nonhairy, of the same colour, giving a good contour and near normal sensation of the penile skin. Also the donor site morbidity is negligible in normal hidden crease REFERENCES: However, the ALT is often too thick to reconstruct the urethra with the tube-in-tube technique. Based on a 93 cases series, the largest reported so far, we aim at describing different options for urethral reconstruction in ALT phalloplasties and comparing their urinary outcomes.
METHODS:
Ninety-three ALT phalloplasties were performed between 2004 and 2016. In 7 cases the urethra was not reconstructed due to the presence of a urinary derivation. In the remaining 86 case the urethra was reconstructed with the tube-in-tube technique (n=5), with prelamination with a skin graft (n=8), with a free radial forearm flap (RFF) (n=39), with a pedicled superficial circumflex iliac artery perforator (SCIAP) flap (n=38), with a skin flap from a previous phalloplasty (n=6).
Indications were gender confirming surgery (n=79), severe penile insufficiency due to congenital malformation (n=11), amputation for cancer (n=1), multiple penile implant failures (n=1) or trauma (1) .
RESULTS:
Fistulas rates were:: tube-in-tube ALT: 20%; pre-laminated ALT: 0%; free RFF: 27.6%; SCIAP: 23.7%; skin flap from previous phalloplasty: 16.7%.
Stricture rates were: tube-in-tube ALT: 20%; pre-laminated ALT: 87.5%; free RFF: 10.3%; SCIAP: 2.6%; skin flap from previous phalloplasty: 0%.
Voiding while standing was achieved in 91.86% of patients. The remaining patients have a temporary perineostomy and are waiting completion of urethral reconstruction.
CONCLUSION:
A skin flap lined urethra is, in our experience, the best option for urethral reconstruction in ALT phalloplasty. When this cannot be accomplished with the same ALT flap with the tube-in-tube technique due to excess flap thickness our first choices are the SCIAP or the RFF flaps. Due to the high stricture rates, flap prelamination has been abandoned. When there is existing penile skin, like in cases of an unsatisfactory previous phalloplasty, the penile skin could be tubed in to reconstruct the urethra.
The Landscape of Transgender Surgery in the United States
Presenter: Vivian Hsiao, MD 3 Transgender operations are a burgeoning area of Plastic Surgery. This large multi-center retrospective study provides a broader view of surgical transgender care in the US.
PURPOSE:
Aims were to evaluate demographic and clinical differences between MTF and FTM, summarize transgender surgery across surgical disciplines, and identify predictors of life-threatening surgical complications in transgender patients. We also examined whether data from this cohort reflect known adverse effects of hormone therapy. Operations were classified by direction of transition and anatomic region (FTM top surgery, FTM hysterectomy/ oophorectomy, FTM bottom surgery, MTF top surgery, etc). Demographics, medical comorbidities (including, diabetes, COPD, hypertension and history of cardiovascular disease), preoperative labs, primary surgical subspecialty, and life-threatening complications (including superficial, deep and organ-space infections, PE/DVT, bleeding, and unplanned reoperation) were compared. MTF had higher hypertension rates (11.29% vs. 5.85%) but this effect was not significant after controlling for age. Otherwise comorbidities were similar between the groups and low overall.
Preoperative bilirubin and alkaline phosphatase were higher in FTM but few patients had values in abnormal ranges. Total operative time and MTF bottom surgery were independent predictors of higher complication rates.
MTF underwent operations by Plastic Surgery (78.06%), Urology (18.50%), General Surgery (1.88%) and Otolaryngology (1.57%). FTM underwent operations by Plastic Surgery (53.64%), Gynecology (32.91%), General Surgery (13.13%) and Urology (0.32%). There were many areas of overlap between subspecialties.
CONCLUSION:
Whereas transgender patients are often considered a single patient population, MTF and FTM differ significantly in demographics, operations and surgical complications. Several surgical subspecialties operate on transgender surgical patients with significant overlap, and Plastic Surgery is centrally involved. All operation had an acceptably low complication rate (0-5%). The approach and considerations toward the transgender patient should vary depending on patient goals of transition.
